Millum J, et al. BMJ Glob Health 2019;4:e001260. doi:10.1136/bmjgh-2018-001260 Emergency care research ethics in lowincome and middle-income countries Joseph Millum, 1,2 Blythe Beecroft,2 Timothy Craig Hardcastle,3 Jon Mark Hirshon,4 Adnan A. Hyder,5 Jennifer A. Newberry,6 Carla Saenz7 Analysis To cite: Millum J, Beecroft B, Hardcastle TC, et al. Emergency care research ethics in lowincome and middle-income countries. BMJ Glob Health 2019;4:e001260. doi:10.1136/ bmjgh-2018-001260 Handling editor Seye Abimbola Received 1 November 2018 Revised 4 January 2019 Accepted 12 January 2019 1Department of Bioethics, Clinical Center, National Institutes of Health, Bethesda, MD, USA 2Fogarty International Center, National Institutes of Health, Bethesda, MD, USA 3Nelson R Mandela School of Clinical Medicine, University of KwaZulu-Natal, Durban, South Africa 4University of Maryland School of Medicine, University of Maryland, Baltimore, MD, United States 5Milken Institute School of Public Health, George Washington University, Washington, DC, USA 6Stanford University School of Medicine, Stanford University, Stanford, CA, USA 7Regional Program on Bioethics, Department of Health Systems and Services, Pan American Health Organization, Washington, DC, United States Correspondence to Dr Joseph Millum; millumj@ cc. nih. gov © Pan American Health Organization 2019. Licensee BMJ. Summary box ► Conducting high-quality, ethical emergency care research in low-income and middle-income countries (LMICs) is possible and it is essential for global health. ► LMIC regulations vary but most would permit a substantial amount of emergency care research. ► International and country-specific guidelines could assist researchers and research ethics committees navigate ethical and regulatory issues distinctive of emergency care research. ► Challenging ethical questions remain concerning risk assessment, involving sick patients in decision-making, and the role of families. AbSTrACT A large proportion of the total global burden of disease is caused by emergency medical conditions. Emergency care research is essential to improving emergency medicine but this research can raise some distinctive ethical challenges, especially with regard to (1) standard of care and risk–benefit assessment; (2) blurring of the roles of clinician and researcher; (3) enrolment of populations with intersecting vulnerabilities; (4) fair participant selection; (5) quality of consent; and (6) community engagement. Despite the importance of research to improve emergency care in low-income and middle-income countries (LMICs) and the widely acknowledged ethical challenges, very little has been written on the ethics of emergency care research in LMICs. This paper examines the ethical and regulatory challenges to conducting emergency care research with human participants in LMICs. We outline key challenges, present potential solutions or frameworks for addressing these challenges, and identify gaps. Despite the ethical and regulatory challenges, conducting high-quality, ethical emergency care research in LMICs is possible and it is essential for global health. InTroduCTIon A large proportion of the total global burden of disease is caused by emergency medical conditions, including asthma, severe diarrhoea, maternal haemorrhage, myocardial infarction, sepsis, stroke, and trauma.1 The majority of this burden is in lowand middle-income countries (LMICs).2 Emergency care research-defined as research conducted on diseases, syndromes and systems of care for patients with acute, potentially life-threatening or disabling illness or injury-is essential to improving emergency medicine. However, emergency care research in LMICs has received low priority and is underfunded relative to disease burden.3 Consequently, there is a shortage of good quality data for improving emergency care and health systems.4 Research conducted in any emergency care setting can raise ethical challenges. For example, potential participants may face high baseline levels of risk following an unexpected change in their health. Their capacity to give informed consent is often compromised, and the need for rapid decisions about treatment or research may put further pressure on obtaining fully informed and voluntary consent from patients or families. Such challenges can be intensified in LMICs due to higher patient volumes, overworked providers, weak hospital and health system infrastructure, lack of research infrastructure, over-crowded emergency departments, and more vulnerable patient populations. Despite the research gaps and the widely acknowledged ethical challenges, very little has been written on the ethics of emergency care research in LMICs. A search of the PubMed/ MEDLINE database on keywords related to ethics and clinical research in emergency or acute care settings identified just three articles,5–7 and snowball methods identified two more.8 9 Instead, the bioethics literature has predominantly addressed issues relevant to high-income countries (HICs), particularly the USA. LMIC emergency care researchers and the research ethics committees (RECs) that review their work lack specific guidance that is sensitive to the contexts in which they work. This paper examines ethical and regulatory challenges to conducting emergency care research with human participants in LMICs. We outline key challenges, present proposed on 29 July 2019 by guest. P rotected by copyright. http://gh.bm j.com / B M J G lob H ealth: first published as 10.1136/bm jgh-2018-001260 on 29 July 2019. D ow nloaded from 2 Millum J, et al. BMJ Glob Health 2019;4:e001260. doi:10.1136/bmjgh-2018-001260 BMJ Global Health Table 1 Ethical regulations regarding emergency care research and consent Country Regulations specific to emergency care research Provision for surrogate consent Provision for waiver of consent Bangladesh ✗ ✓ ✓ Brazil ✗ ✓ ✓ China ✓ ✓ ✓ DR Congo ✗ ✓ ✗ Egypt ✗ ✓ ✗ Ethiopia ✓ ✓ ✓ India ✗ ✓ ✓ Indonesia ✗ ✓ ✓ Nigeria ✗ ✓ ✓ Pakistan ✗ ✓ ✓ Russia ✓ ✓ ✓ South Africa ✓ ✓ ✓ solutions to address these challenges, and identify gaps. We focus on the conditions under which research studies should be permitted; thus, we hope to inform the deliberations of national and local ethics committees. We do not address other important ethical questions, such as how to set priorities for research. Our main message is that despite the ethical and regulatory challenges, conducting high-quality, ethical emergency care research in LMICs is possible and it is essential for global health. dISTInCTIve feATureS of emergenCy CAre reSeArCH All research with human participants must meet ethical criteria, including respect for participants, fair participant selection, an acceptable risk–benefit profile and sufficient social value.10 Research in LMICs sometimes raises further ethical challenges, such as regarding standards of care, ancillary care responsibilities, post-trial access, building local research capacity and responsiveness to local needs. These ethical considerations are important for emergency care research in LMICs just as for other human subjects research. We do not repeat here the important work that has been done elsewhere on these topics. We focus instead on regulatory and ethical issues that result from distinctive features of the emergency care context with particular attention to how they arise in LMIC settings. This means that our primary focus is on issues that result from the fact that research is being conducted on an acute condition, where interventions occur within a limited time window, and the consequences for patients without effective intervention are expected to be severe. regulATIonS And guIdelIneS Most countries have regulations that govern research with human participants and processes for review by local RECs.11 In order to cover the distinctive features of emergency care research, regulations and guidelines need to include: (1) conditions for permitting a waiver of consent to research participation and (2) conditions for permitting surrogate consent to research participation and criteria to identify surrogates. In addition, the regulations must not have blanket exclusions; for example, if a country's regulations prohibit all research with 'vulnerable populations', then it may be impossible to enrol patients with many conditions requiring emergency care. We examined regulations for human subjects research in the ten LMICs with the highest disease burden caused by emergency medical conditions plus Egypt and South Africa (table 1). The relevant regulations vary widely between countries.12 A few high-burden LMICs have regulations that specifically refer to and permit emergency care research, including China, Ethiopia, Russia and South Africa. All the high-burden LMICs have provisions for surrogate consent, which appears to be typical globally. We are aware of a very small number of exceptions; for example, Chile's regulations prohibit the participation in research of persons with mental or intellectual disability who cannot express their will.13 Of the high-burden LMICs, 10 allow a waiver of the informed consent requirement under specified conditions. In general, there are stringent restrictions on the level of risk allowed for studies where informed consent is not obtained. Regulations specific to emergency care research in LMICs and in high-income jurisdictions, like the European Union and USA, permit this research only when it has the potential to directly benefit individual participants.14–18 Outside of regulations tailored to emergency care research, a waiver of consent is frequently permitted only for minimal risk research. Additional requirements also apply. For example, the South African guidelines pertaining to emergency medical research additionally require that 'reasonable steps are being taken to ascertain the participant's religious and cultural sensitivities' and 'the patient and the patient's next of on 29 July 2019 by guest. P rotected by copyright. http://gh.bm j.com / B M J G lob H ealth: first published as 10.1136/bm jgh-2018-001260 on 29 July 2019. D ow nloaded from Millum J, et al. BMJ Glob Health 2019;4:e001260. doi:10.1136/bmjgh-2018-001260 3 BMJ Global Health kin or legal representatives will be informed as soon as is reasonably possible of the patient's inclusion in the study and of the option to withdraw from the research project at any time'.16 The Chinese regulations for emergency care research allow research without consent only if the treatment in the study has a prospect of helping the participant recover or relieve their pain, which may be quite restrictive.19 The World Medical Association's Declaration of Helsinki (Helsinki) and the Council for International Organizations of Medical Sciences' International Ethical Guidelines for Health-related Research Involving Humans (CIOMS) both speak to emergency research.10 20 Helsinki states: Research involving subjects who are physically or mentally incapable of giving consent, for example, unconscious patients, may be done only if the physical or mental condition that prevents giving informed consent is a necessary characteristic of the research group. In such circumstances the physician must seek informed consent from the legally authorised representative. If no such representative is available and if the research cannot be delayed, the study may proceed without informed consent provided that the specific reasons for involving subjects with a condition that renders them unable to give informed consent have been stated in the research protocol and the study has been approved by a research ethics committee. Consent to remain in the research must be obtained as soon as possible from the subject or a legally authorised representative. (Article 30) CIOMS lists similar conditions, plus a requirement for community engagement: If there is no opportunity to solicit informed consent of participants while fully capable of informed consent, plans to conduct emergency care research with incapacitated persons must be publicised within the community in which it will be carried out, where feasible. In the design and conduct of the research, the research ethics committee, the researchers and the sponsors must be responsive to the concerns of the community. (Guideline 16) It is important to remain aware of potential mismatches between what is on paper and what occurs in practice. Regulatory requirements may be vague, in tension with other regulations, and open to interpretation. Other than one small survey that asked about the approvability of a hypothetical study,12 we did not identify any literature that examined the practice of REC review of emergency care research in LMICs. Nevertheless, REC capacity in LMICs remains limited.21 RECs struggle with shortages of funding, staff, institutional support and training.22 Insofar as emergency care research is scientifically or ethically complex, these gaps in capacity are likely to impact its review. These caveats notwithstanding, we draw two key lessons from the regulations and guidelines. First, all countries whose regulations we examined permit research with individuals who cannot consent and most allow for a waiver of consent. While this is not the case for all countries and particularly not all LMICs, we believe this is true of most countries that have regulations for human subjects research and a functioning ethics review system. Many LMICs are also transitioning to include provisions for waiver of consent in their regulations. Consequently, a substantial amount of emergency care research could be approved by RECs in LMICs. Second, there is a lack of consistency across countries regarding emergency care research. Variation and vagueness-for example, regarding exactly what conditions must be met for a waiver of consent to be approved-is likely to impede important research within and across countries, as well as providing patchy protections for participants. THe eTHICS of emergenCy CAre reSeArCH Certain ethical concerns are particularly salient in the context of emergency care research in LMICs. These include: (1) risk–benefit assessment and standards of care for participants with elevated baseline risk; (2) blurring of the roles of clinician and researcher; (3) populations with intersecting vulnerabilities; (4) fair participant selection; (5) quality of consent and (6) community engagement. It is worth mentioning two types of emergency care research that rarely give rise to these ethical issues- observational research and health systems research. Observational and health systems research that relates to emergency care will typically be no different ethically from other observational research or health systems research. For example, registry research that looks at patients admitted through emergency departments will generally be eligible for a waiver of informed consent for the use of de-identified data under the same conditions as other registry research. Health systems research may have its own challenges relating to informed consent.23 For example, cluster-randomised designs in which patients cannot opt out of the research remain hard to justify from the perspective of individual informed consent.24 But again, this is no different for emergency care systems research. risk–benefit assessment and standards of care Participants in emergency care research often face elevated baseline risks as a result of an urgent condition. That is, without rapid, effective intervention they are likely to be seriously harmed. In LMICs, these baseline risks may be even greater, since patients may reach care later and have more underlying vulnerabilities, such as malnutrition or comorbidities. Consequently, first, priority should be given to measures that may protect participants from the serious sequelae of their acute condition. In some non-emergency care research, it may be acceptable to delay intervention or not to intervene, since the immediate consequences would not be severe. In the emergency care settings with which we are concerned that is usually not the case. Second, in some cases, there may be reasons not to provide the current globally best care to participants on 29 July 2019 by guest. P rotected by copyright. http://gh.bm j.com / B M J G lob H ealth: first published as 10.1136/bm jgh-2018-001260 on 29 July 2019. D ow nloaded from 4 Millum J, et al. BMJ Glob Health 2019;4:e001260. doi:10.1136/bmjgh-2018-001260 BMJ Global Health because of local resource and personnel constraints. Raising the standard of care for patients within a study might make it impossible to draw scientifically valid conclusions or might render the study results irrelevant to the local context. For example, the global standard of care for cardiogenic pulmonary oedema may include intravenous nitroglycerin and non-invasive positive pressure ventilation.25 However, both treatments are expensive and are not widely available in many LMICs. Researchers might want to conduct a study that investigates the best approach to acute pulmonary oedema in a low-resource setting using available medications and modalities. Studies in which participants would not receive the globally best possible care require careful case-by-case analysis. Where the baseline risk of harm is great, at least the following conditions should be met: (1) the lower standard of care is scientifically necessary; (2) participants are not deprived of treatment that they would otherwise receive and (3) the research is intended to produce data of considerable value for the local population.10 26 Policymakers and administrators should be included early on in study design so that the results of locally relevant research can be adopted and standards of care raised. Third, though emergency care patients may face an elevated baseline risk of mortality or serious morbidity, risk–benefit assessments should focus on the incremental risks that the research adds. An observational study that simply requires a few additional blood draws would still be minimal risk, even if carried out with an acutely ill population. How to assess the risk level in other research designs is debatable. Consider a comparative effectiveness study of oral amoxicillin versus co-trimoxazole for community-acquired pneumonia in otherwise healthy children, where there is uncertainty about which is superior.27 This might be considered minimal risk because clinicians are in equipoise about the best treatment. But if there is considerable uncertainty about one or other of the interventions and the condition is potentially fatal, it might be argued that the risk is not minimal despite the apparent equipoise.28 29 blurring of roles When researchers also provide clinical care, the line between clinician and researcher can easily become blurred for both patient–participants and clinician– researchers.30 In other clinical contexts, there may be time to clearly differentiate these roles. In busy LMIC emergency departments, where decisions about care and research participation must be made rapidly, this may not be practical or responsible. Ideally, the person obtaining research consent should be different from the person with primary responsibility for the patient's care.10 When that is not possible, additional safeguards should be instituted. For example, the consent process can be witnessed by an independent third party. For some protocols, it can help to have a third party clinician confirm ongoing consent for research participation after the point of time-sensitive interventions. Independent clinicians also play an important role in ensuring that patients are not enrolled in studies that are excessively risky for them, or inappropriately kept on protocols against their wishes or interests. Intersecting vulnerabilities It is widely agreed that 'vulnerable' research populations-such as children, refugees and institutionalised individuals-should be provided with additional protections. We accept a broad conception of vulnerable: 'an identifiably increased likelihood of incurring additional or greater wrong'.31 Thus, someone might be vulnerable-within a specific context-because she is more easily exploited, at increased risk of harm, or lacks the ability to make her own decisions. Research participants in LMICs may be vulnerable by virtue of poverty, inadequate access to healthcare, lack of power (as when gender norms restrict female autonomy) or through local legal or regulatory barriers (as for Lesbian, Gay, Bisexual, Transgender/Transsexual and other sexual and gender minority community members in some countries). Participants in emergency care research are often vulnerable by virtue of having no or impaired decision-making capacity and by virtue of the risk posed by their acute condition. The cause of someone needing emergency care can also be a source of vulnerability. This may apply, for example, to victims of violence, drug users who have overdosed or patients with stigmatised health conditions-such as schizophrenia. These sources of vulnerability intersect in emergency care research in LMICs. Protections should be tailored to the ways in which the specific populations from which participants are drawn are at risk of being wronged. For example, some potential participants may be at increased risk if information about them is spread to third parties (eg, HIV-positive participants whose HIV status might be noted by family members). RECs may therefore need to pay special attention to how researchers plan to maintain privacy and confidentiality, which can be challenging in busy, crowded emergency departments in LMICs. Researchers and RECs should also be mindful of legal frameworks that are invoked in special circumstances or for specific vulnerable populations, such as regarding criminal suspects, which would override standard confidentiality protections and make it harder to protect participants. fair participant selection Emergency care research is sometimes seen in LMICs as if it were motivated by the desire to take advantage of potential research subjects that suddenly find themselves in an emergency care setting and thus as intrinsically abusive. But the fact that a population is vulnerable does not entail that research with that population should be avoided. Exclusion sometimes deprives participants of potential benefits, for example, where a trial provides potentially life-saving interventions or free clinical care on 29 July 2019 by guest. P rotected by copyright. http://gh.bm j.com / B M J G lob H ealth: first published as 10.1136/bm jgh-2018-001260 on 29 July 2019. D ow nloaded from Millum J, et al. BMJ Glob Health 2019;4:e001260. doi:10.1136/bmjgh-2018-001260 5 BMJ Global Health that would not be available in the public healthcare system. Further, if vulnerable populations are excluded, the data gathered in clinical trials loses generalisability. For example, consider a trial of an experimental treatment for traumatic brain injury. If patients who lack the capacity to consent are excluded, this will bias recruitment against the most severe trauma cases and may give a misleading impression of how effective the treatment is. Moreover, the populations that are excluded because they are vulnerable are likely to be those for whom we most need research. Protections for potential research participants should be balanced against the value of knowledge to be gained for the populations from which those participants are drawn: truly 'protecting' this population-as a group-is about infusing future care with better evidence. Quality of consent Informed consent allows competent individuals to protect their interests and respects their right to make their own decisions. The context of emergency care research often poses challenges to the quality of informed consent. This is a consequence of: (1) the conditions that lead to a need for emergency care, which frequently impair patient decision-making capacity; (2) the need for rapid treatment and research decisions to be made, which may reduce the amount of information that can be conveyed, put pressure on decision-making and make it harder to identify appropriate surrogate decision-makers; and (3) the fact that the need for emergency care results from unexpected events, so potential participants are likely to have limited understanding of their health situation. Where possible, patients who cannot give their own consent should be represented by surrogate decision-makers (legally authorised representatives). A surrogate may be designated by the patient while capable or, failing that, may be a next-of-kin surrogate or a non-research clinician, according to the local regulatory regime or facility policy. Surrogates are expected to make decisions consistent with the values and preferences of the patient, where known, and otherwise based on the patient's interests.32 In emergency care research, when an enrolment decision must be made quickly for a potential participant who lacks consent capacity, it may not be possible to identify a suitable surrogate in time. In such cases, it may be appropriate to waive the informed consent requirement. Such waivers for emergency research are controversial, at least for interventional studies (scientifically necessary waivers are much less controversial in registry or surveillance research). RECs may consider approving such waivers only if: (1) a waiver is scientifically necessary, such that the research could not otherwise be carried out; (2) the net risk to participants is minimal or the research is judged to be potentially in participants' interests; and (3) consent is obtained as soon as possible from the participants or surrogates. As discussed above, some regulations and guidelines also require additional protections, such as community engagement. One condition on waiving informed consent is that consent to continued research participation should be obtained as soon as possible. Note that consent obtained after research participation has begun is only ever prospective consent to remain in research (and to have one's data included). Consent to interventions that have already been given is not possible. In this regard, the use of terms such as 'deferred', 'retrospective',33 'implied'34 and delayed'35 consent can be unhelpful and inappropriate euphemisms.36 Even when a patient is conscious or a surrogate is available, obtaining fully informed, voluntary consent in the emergency setting may be hard. Patients may be disoriented and in pain; they may have cognitive or communication impairments and decisions may need to be made rapidly. In many LMIC settings, health literacy and knowledge of research may be very limited. These are not reasons to abandon informed consent, but researchers and RECs should carefully consider the context in which enrolment decisions will occur. Even if a full consent process is not possible, the opportunity to refuse participation (dissent) can be offered. For example, someone who is cognitively impaired as a result of a stroke may still be able to express clear preferences about how she does or does not want to be treated. Even if not every aspect of the study can be fully explained, a simplified process can be used and continuing consent to study enrolment obtained at intervals. Even if consent to the overall study cannot be obtained at enrolment, consent to the procedures and use of data that are not imminent can be delayed.37 In sum, challenges to an ideal consent process do not make the case for no consent process. The Fluid Expansion as Supportive Therapy study provides an example of how a consent process can be appropriately modified. This randomised controlled trial examined the practice of fluid resuscitation in the treatment of children with shock and life-threatening infections in sub-Saharan Africa.38 It was imperative that the trial included children who were severely ill, to ensure the findings could be generalised to the appropriate patient population. But children in this situation are often accompanied by parents or guardians in distress who may struggle to understand the information they are given.39 The study sought written prior informed consent whenever possible, but modified the consent process if a potential participant (1) was preterminal, (2) needed immediate resuscitation or had other life-threatening complications like seizures, hypoglycaemia or hypoxia, and (3) the parent or guardian was unavailable or unable to receive or understand information. In such cases, brief information about the study was given and verbal parental or guardian assent was sought before enrolment. Afterwards, parents and guardians were approached for full, written informed consent. In the event of a child participant's death, parents or guardians were not approached afterwards for the full, written informed consent. on 29 July 2019 by guest. P rotected by copyright. http://gh.bm j.com / B M J G lob H ealth: first published as 10.1136/bm jgh-2018-001260 on 29 July 2019. D ow nloaded from 6 Millum J, et al. BMJ Glob Health 2019;4:e001260. doi:10.1136/bmjgh-2018-001260 BMJ Global Health In the LMIC emergency care setting, it is also particularly important to be aware of the power dynamics between clinicians and patients or their surrogates. The recommendations of clinicians may carry undue weight by virtue of their perceived expertise and authority.40 This influence is likely to be at its greatest when time is short and patients and families are extremely vulnerable and looking for guidance. In many LMICs, families play a more active role in healthcare than they typically do in HICs. Family members may need to provide some of the care, buy medical supplies and provide food for inpatients.41 Moreover, cultural expectations may be such that people other than the patient are expected to make decisions on his or her behalf.40 Family members or clinicians might even prefer to keep important information, such as a diagnosis, from the patient. In other cases, the person who arrives with the patient may not have, or may not feel they have, the authority to make decisions about research participation. For example, Molyneux et al describe a paediatric emergency fluids trial where mothers were usually the parent bringing their child to the hospital. Some mothers were reluctant to give consent without the permission of the child's father.42 How researchers should deal with these complicated culturally specific considerations has received little rigorous analysis from ethicists. Community engagement In the absence of an ideal individual or surrogate consent, other protections may be necessary. Prior REC review and independent monitoring are two common additional procedural protections. In emergency care research and for research in LMICs more generally, involving community members in research design and implementation and in the dissemination of results helps protect and respect potential participants and others, as well as improve the relevance of the research and its acceptance by the community.10 43 For example, a successful community-based emergency first aid responder (EFAR) system was developed in Manenberg township in the Western Cape of South Africa through multiple stages of community engagement. Prior to the start of the project, a survey was conducted to determine the feelings of the community regarding emergencies and local emergency response. Pre-training and post-training surveys were administered to participants trained as EFARs. Community members also provided input to develop the implementation strategy, which went through rounds of modification to achieve consensus. Ultimately, the community-based system was low cost and able to deliver prehospital emergency care and transport for patients.44 45 Sometimes, community engagement activities also provide an opportunity for potential participants to opt out. If the details of a facility-level study are well publicised then patients or their families could opt out by going to a facility that was not taking part. Whether this is possible will depend on the research study and the context of receiving care-not everyone has a choice about where they get treatment. Though community engagement is frequently valuable, a few cautionary points are in order. First, it is not always obvious what constitutes the community or who can speak for the community.46 For example, a substantial proportion of people in LMICs live in cities that are diverse and multicultural. Communities defined in cultural terms may be inappropriate for studies in these cities. Second, community engagement should not be conflated with 'community consent'. Even if community leaders must give permission for researchers to enter a community, individual consent-where possible-is still required.10 Third, community engagement can be a laborious process and may not always be needed. In emergency care research, the greater the incremental risk of study participation, and the harder it is to obtain individual informed consent, the greater the efforts that should be put into community engagement.47 ConCluSIonS An enormous amount of valuable emergency care research can be ethically and legally carried out in LMICs. Gaps remain regarding: (1) guidelines and regulations; (2) ethical analysis; and (3) best practices. There are no internationally accepted guidelines for the ethical review of emergency care research. More detailed guidance would help researchers and RECs struggling with unfamiliar study designs and vulnerable populations. Such guidance can serve an educational function regarding the science, show how to apply the principles of research ethics and reassure reviewers that appropriately designed emergency care research can be conducted ethically. Variation in regulations and health systems means that country-specific guidelines may also be helpful.20 These could build on lessons learnt-good and bad-from not only US and European regulatory experiences but also within LMICs. They could provide clarity on exactly what emergency care research is legally permitted and under what conditions. As a first step, an international conference could bring together policymakers and researchers to set an agenda for harmonising emergency care research ethics practice. There are outstanding challenges relating to risk– benefit analysis for studies in LMIC contexts where access to clinical care is limited. Strategies are needed for addressing participant vulnerabilities that are tailored to their particular situation and do not simply involve exclusion. Outstanding challenges regarding consent include the justification of exceptions from consent requirements, the identification of appropriate surrogates, the involvement of patients in decision-making when an ideal consent process is impossible and the protection of patient autonomy in contexts where clinicians need to be responsive to expectations about the role of the family. Very little literature from LMICs addresses the ethics of emergency care research. More work-especially on 29 July 2019 by guest. P rotected by copyright. http://gh.bm j.com / B M J G lob H ealth: first published as 10.1136/bm jgh-2018-001260 on 29 July 2019. D ow nloaded from Millum J, et al. BMJ Glob Health 2019;4:e001260. doi:10.1136/bmjgh-2018-001260 7 BMJ Global Health defining and describing best practices-would provide models for researchers facing similar contexts. The shortage of published information also means that we do not know exactly what researchers and RECs lack. A needs assessment of clinical researchers working in emergency care settings and the RECs that oversee them could identify the specific ethical and regulatory issues they face. Similarly, more data on public and patient perspectives on emergency care research in LMICs would help to inform research design. For example, further research could examine country-specific and community-specific views on research without prior consent or with modified consent processes. Emergency care research can be ethically challenging, particularly when it involves enrolling critically ill patients under time-sensitive conditions. But the very severity of emergency medical conditions is reason to encourage their study. Conducting high-quality, ethical emergency care research in LMICs is both possible and important. Acknowledgements The authors thank Junaid Razzak, Tex Kissoon and Neal Dickert for comments on earlier drafts of the manuscript. Contributors All authors were part of the conception of the paper. JM and BB compiled the regulations. JM drafted the paper. BB, TCH, JMH, AH, JAN and CS provided technical and regulatory information, case studies and revised the paper. funding This work was partly supported by the intramural program of the Fogarty International Center, National Institutes of Health, USA. disclaimer The ideas and opinions expressed are the authors' own. They do not necessarily represent any official position or policy of the US National Institutes of Health, the US Department of Health and Human Services, the Pan American Health Organization, the WHO or any other institutions with which authors are affiliated. Competing interests JMH is Vice President of the American College of Emergency Physicians. The authors otherwise declare no competing interests. Patient consent Not required. Provenance and peer review Not commissioned; externally peer reviewed. data sharing statement No additional data are available. open access This is an open access article distributed under the terms of the Creative Commons Attribution Non commercial IGO License (https:// creativecommons. org/ licenses/ bync/ 3. 0/ igo/), which permits use, distribution, and reproduction for non-commercial purposes in any medium, provided the original work is properly cited. In any reproduction of this article there should not be any suggestion that PAHO or this article endorse any specific organization or products. The use of the PAHO logo is not permitted. This notice should be preserved along with the article's original URL. RefeRenCes 1. Thind A, Hsia R, Mabweijano J, et al. Prehospital and emergency care. In: Debas HT, Donkor P, Gawande A, et al, eds. Essential surgery: disease control priorities. 3rd edn. Washington DC: World Bank, 2015: 245–62. 2. Chang CY, Abujaber S, Reynolds TA, et al. Burden of emergency conditions and emergency care usage: new estimates from 40 countries. Emerg Med J 2016;33:794–800. 3. Swingler GH, Volmink J, Loannidis JPA. Number of published systematic reviews and global burden of disease: database analysis. BMJ 2003;327:1083–4. 4. Obermeyer Z, Abujaber S, Makar M, et al. Emergency care in 59 lowand middle-income countries: a systematic review. Bull. World Health Organ. 2015;93:577–86. 5. Hirshon JM, Hansoti B, Hauswald M, et al. Ethics in acute care research: a global perspective and research agenda. Acad Emerg Med 2013;20:1251–8. 6. Molyneux S, Njue M, Boga M, et al. 'The Words Will Pass with the Blowing Wind': Staff and Parent Views of the Deferred Consent Process, with Prior Assent, Used in an Emergency Fluids Trial in Two African Hospitals. PLoS ONE 2013;8:e54894. 7. Morrow BM, Argent AC, Kling S. Informed consent in paediatric critical care research – a South African perspective. BMC Med Ethics 2015;16. 8. le Roux-Kemp A. Deferred consent in emergency care research: a comparative perspective of South African regulations. J Philos Sci Law 2014;14:47–62. 9. Tindana P, Bull S, Amenga-Etego L, et al. Seeking consent to genetic and genomic research in a rural Ghanaian setting: a qualitative study of the MalariaGEN experience. BMC Med Ethics 2012;13. 10. Council for International Organizations of Medical Sciences, 2016. International ethical guidelines for health-related research involving humans. Available: https:// cioms. ch/ wp-content/uploads/2017/01/ WEBCIOMSEthicalGuidelines. pdf[Accessed Jan 2018]. 11. US Department of Health and Human Services, 2018. International compilation of human research standards. Available: https://www. hhs. gov/ ohrp/ sites/ default/ files/ 2018 InternationalCompilationofHuman ResearchStandards. pdf [Accessed Jan 2018]. 12. van Belle G, Mentzelopoulos SD, Aufderheide T, et al. International variation in policies and practices related to informed consent in acute cardiovascular research: results from a 44 country survey. Resuscitation 2015;91:76–83. 13. Ministerio de Salud de Chile. Ley 201584 Regula losderechos Y deberes que tienen las personas en relación con acciones vinculadasa su atención en salud, 2012. Available: https://www. leychile. cl/ Navegar? idNorma= 1039348 [Accessed Jan 2018]. 14. People's Republic of China Food and Drug Administration, 2010. A notice on the issuance of drug clinical trials, ethical review of the guiding principles. Available: http://www. wpro. who. int/ health_ research/ ethics/ notice_ on_ issuance. pdf [Accessed Jan 2018]. 15. Ethiopian Ministry of Science and Technology. National research ethics review guideline, 2014. Available: http://www. ccghr. ca/ wpcontent / uploads/ 2013/ 11/ nationalresearchethicsreviewguidline. pdf [Accessed Jan 2018]. 16. South African Government. Guidelines for good practice in the Conduct of Clinical Trials with Human Participants in South Africa. Pretoria: Department of Health, 2006. 17. US Government, 2009. Code of federal regulations, title 45 public welfare, department of health and Human services, part 46 protection of human subjects. Available: https://www. hhs. gov/ ohrp/ sites/ default/ files/ ohrp/ policy/ ohrpregulations. pdf [Accessed Jan 2018]. 18. Council of Europe. Convention for the protection of human rights and dignity of the human being with regard to the application of biology and medicine: convention on human rights and biomedicine, articles, 1997: 15–18. 19. People's Republic of China Food and Drug Administration, 2003. China good clinical practice (PRC-GCPs). Available: http:// samr. sfda. gov. cn/ WS01/ CL0053/ 24473. html [Accessed Jan 2018]. 20. World Medical Association. World Medical association Declaration of Helsinki: ethical principles for medical research involving human subjects. JAMA 2013;310:2191–4. 21. Millum J, Grady C, Keusch G, et al. Introduction: the Fogarty international research ethics education and curriculum development program in historical context. J Empir Res Hum Res Ethics 2013;8:3–16. 22. Ijsselmuiden C, Marais D, Wassenaar D, et al. Mapping African ethical review Committee activity onto capacity needs: the mARC initiative and HRWeb's interactive database of RECs in Africa. Dev World Bioeth 2012;12:74–86. 23. Bachani AM, Rattani A, Hyder AA. A scoping study on the ethics of health systems research. Dev World Bioeth 2016;16:124–32. 24. Chwang E. Cluster randomization and political philosophy. Bioethics 2012;26:476–84. 25. Vital FM, Ladeira MT, Atallah AN. Non‐invasive positive pressure ventilation (CPAP or bilevel NPPV) for cardiogenic pulmonary oedema. Cochrane Database Syst Rev 2013;5. 26. Millum J, Grady C. The ethics of placebo-controlled trials: methodological justifications. Contemp Clin Trials 2013;36:510–4. 27. Lodha R, Kabra SK, Pandey RM. Antibiotics for community‐acquired pneumonia in children. Cochrane Database Syst Rev 2013;6. 28. Macklin R, Shepherd L, Dreger A, et al. The OHRP and support - another view. N Engl J Med 2013;369:e3. 29. Joffe S, Wertheimer A. Determining minimal risk for comparative effectiveness research. IRB 2014;36:16–18. 30. Appelbaum PS, Lidz CW, Grisso T. Therapeutic misconception in clinical research: frequency and risk factors. IRB: Ethics and Human Research 2004;26:1–8. 31. Hurst SA. Vulnerability in research and health care; describing the elephant in the room? Bioethics 2008;22:191–202. on 29 July 2019 by guest. P rotected by copyright. http://gh.bm j.com / B M J G lob H ealth: first published as 10.1136/bm jgh-2018-001260 on 29 July 2019. D ow nloaded from 8 Millum J, et al. BMJ Glob Health 2019;4:e001260. doi:10.1136/bmjgh-2018-001260 BMJ Global Health 32. Buchanan A, Brock DW, others Dfor. Deciding for others. The Milbank Q 1986;64:17–94. 33. Harvey SE, Elbourne D, Ashcroft J, et al. Informed consent in clinical trials in critical care: experience from the PAC-Man study. Intensive Care Med 2006;32:2020–5. 34. Veatch RM. Implied, presumed and waived consent: the relative moral wrongs of underand over-informing. Am J Bioeth 2007;7:39–41. 35. Potter JE, McKinley S, Delaney A. Research participants' opinions of delayed consent for a randomised controlled trial of glucose control in intensive care. Intensive Care Med 2013;39:472–80. 36. Ellis GB. Informed consent-Legally effective and prospectively obtained: OPRR reports. Washington, DC: Office for Protection from Research Risks, 1993. 37. Dickert NW, Brown J, Cairns CB, et al. Confronting ethical and regulatory challenges of emergency care research with conscious patients. Ann Emerg Med 2016;67:538–45. 38. Maitland K, Kiguli S, Opoka RO, et al. Mortality after fluid bolus in African children with severe infection. N Engl J Med 2011;364:2483–95. 39. Maitland K, Molyneux S, Boga M, et al. Use of deferred consent for severely ill children in a multi-centre phase III trial. Trials 2011;12. 40. Pratt B, Van C, Cong Y, et al. Perspectives from South and east Asia on clinical and research ethics: a literature review. Journal of Empirical Research on Human Research Ethics 2014;9:52–67. 41. Madhiwalla N, Roy N. Assaults on public hospital staff by patients and their relatives: an inquiry. Indian J Med Ethics 2006;3:51–4. 42. Molyneux S, Njue M, Boga M, et al. 'The words will pass with the blowing wind': staff and parent views of the deferred consent process, with prior assent, used in an emergency fluids trial in two African hospitals. PLoS One 2013;8:e54894. 43. Dickert N, Sugarman J, Neal SJ. Ethical goals of community consultation in research. Am J Public Health 2005;95:1123–7. 44. Sun JH, Shing R, Twomey M, et al. A strategy to implement and support pre-hospital emergency medical systems in developing, resource-constrained areas of South Africa. Injury 2014;45:31–8. 45. Sun JH, Wallis LA. The emergency first aid responder system model: using community members to assist life-threatening emergencies in violent, developing areas of need. Emerg Med J 2012;29:673–8. 46. Flynn G. Community consultation for emergency exception to informed consent: how much is enough? Ann Emerg Med 2008;51:416–9. 47. Weijer C, Goldsand G, Emanuel EJ. Protecting communities in research: current guidelines and limits of extrapolation. Nat Genet 1999;23:275–80. on 29 July 2019 by guest. P rotected by copyright. http://gh.bm j.com / B M J G lob H ealth: first published as 10.1136/bm jgh-2018-001260 on 29 July 2019. D ow nloaded from